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Introduction 
 
How best to engage individuals who find it hard to engage in mental health services is an ongoing 
complex interdisciplinary issue. A number of client groups are of particular concern, including those 
with severe and enduring mental health problems; specifically those with schizophrenia, psychosis 
and early psychosis (NICE, 2014).  Engagement, although assumed as beneficial, remains poorly 
understood; lacking clear definition (Wright, Callaghan and Bartlett, 2011), precision, and 
consistency in its use (Cole et al, 2016). Hitch (2009) helpfully conceptualises it as attracting an 
individual’s attention or interest, with emphasis on the desire of the engaged individual to 
participate, be involved, or connect. Furthermore she illuminates the concept of both engagement in 
mental health services and engagement in occupation, as two separate but interrelated issues.  
Additionally there is significant concern, that once engaged in a service, individuals can become over 
engaged, with dependency, a non - proactive approach to recovery (West and Savage Grainge, 2012) 
and a reluctance to be discharged from more intensive services (Rana and Commander, 2010). This 
practice based paper considers whether use of occupational therapy core skills and philosophy, 
alongside the skills of the wider interdisciplinary team, could help clarify the potential role of 
occupational therapy with clients labelled as hard to engage. 
 
Background 
 
Perceived reasons for lack of engagement are varied, including loss of autonomy and identity, 
undesirable side-effects associated with medication and poor therapeutic relationships (Priebe et al., 
2005). Nationally and internationally there have been varied attempts to develop whole services to 
address concerns around engagement, for example long standing assertive outreach/assertive 
community treatment teams within America and Australia (Issakidis et al., 1999) and internationally 
early intervention psychosis teams (Alameda et al., 2016). Others have focused on this issue through 
specific aspects of wider service delivery, for example the flexible assertive community treatment 
model (FACT) as part of a wider community mental health team (CMHT) within the Netherlands 
(van-Veldhuizen, 2007) and more recently within the UK (Firn et al., 2013). Juxtaposed Fieldhouse 
(2012) raises whether individuals are hard to engage, or is it more that services are ‘un-engaging’. 
 
It is acknowledged that the whole team approach within a traditional assertive outreach model, 
emphasises involvement of the whole team with each individual, however this approach also calls 
for differentiation between distinct contributions of different professionals. West and Savage 
Grainge (2012) advocate the need for flexibility in approach to allow different disciplines to be 
involved, according to the focus of the work required and Brugha et al (2012) identified use of more 
specialist skills may improve outcomes in assertive outreach, focusing on cognitive behavioural 
therapy. However with the exception of Hitch (2009), Fieldhouse (2012) and Newberry and 
Terrington (2016) there has been relatively little published consideration of the contribution 
occupational therapy can or does make in relation engagement. Regardless of type of service 
provision, engagement focussed research either does not contain any specific reference to 
occupational therapy (Priebe et al., 2005; Rana and Commander, 2010; Wright, Callaghan and 
Bartlett, 2011; Cole et al., 2016),  is ambiguous about the mix of professions involved in service 
delivery (Brugha et al., 2012; Firn et al., 2013; Alameda et al., 2016), or states occupational therapy 
involvement, but does not specify any occupational therapy specific role or use of occupational 
therapy specific skills (Hussain, Thirkell and Taher, 2011; West and Savage Grainge, 2012).  
 
Therapeutic use of self to enable service and occupational engagement 
 
In a large scale study of American occupational therapists, working across varied areas of service 
delivery, the majority considered therapeutic use of self to be the most important skill in 
occupational therapy practice (Taylor et al., 2009). Interestingly Burns (2004) also identified that 
structured and reflective thinking around therapeutic use of self was a strength of occupational 
therapy within assertive outreach. Arguably many professions consider concepts similar to 
therapeutic use of self, such as the importance of a deep understanding of each individual’s 
interpersonal skills and preferences, and the need to then proactively vary responses according to 
interpersonal needs of each individual (Taylor, 2008). Indeed, therapeutic use of self in its own right 
may be an interdisciplinary skills set effective in facilitating service engagement with individuals who 
have previously had negative experiences with staff.  However the Intentional Relationship Model 
(IRM) (Taylor, 2008), may further clarify why Burns considered therapeutic use of self as a specific 
strength of occupational therapy. The IRM aligns the therapeutic relationship and occupational 
engagemen,t focussing on conscious use of varied interpersonal response modes, but in contrast to 
other professions the ultimate end goal is always occupational engagement. Burns (2004) highlights 
the importance of occupational therapists enabling people to do things, eve n in the midst of crisis, 
as a healthy counterbalance to other team members’ professional perspectives. This goal of 
occupational engagement can directly begin to address reasons for non-engagement identified by 
Priebe et al (2005) such as loss of autonomy. 
 
Hitch (2009), as part of her assertive outreach based exploratory study, considered both staff and 
client perceptions of the concept of engagement.  Of note clients spontaneously focussed on 
engagement in occupation, whereas staff, including one occupational therapist, focussed on service 
engagement. Additionally Fieldhouse (2012) identified that it was relationships with assertive 
outreach team members, based on occupations, that facilitated renewed engagement in community 
resources, and that this was something individuals valued. Priebe et al (2005) also highlights a 
supporting factor of engagement within assertive outreach as the team showing an interest in 
people’s lives. Viewed collectively these studies indicate a potentially important lesson; those 
individuals considered as hard to engage, appear to be more focussed on engaging in doing things of 
meaning and value to them as part of their real lives, rather than on considering whether they are 
engaged with service provision. Enabling this through occupational engagement, is an area of 
professional expertise occupational therapists could lead on within services. Addis and Gamble 
(2004) highlight the need to spend time with individuals, repeatedly returning to see individuals who 
have previously declined contact. This labour intensive, interdisciplinary engagement can be 
challenged by occupational therapy colleagues and managers, especially when occupational 
therapists can be viewed as a scarce resource (Newberry and Terrington, 2016). However by 
embracing the IRM focus of therapeutic use of self being in order to facilitate long term occupational 
engagement, a clearer, profession specific contribution can be identified within the wider 
interdisciplinary service engagement. 
 
‘Doing for’; is this really an occupational therapy role? 
 
Particularly in initial service engagement, individuals can have extensive and diverse practical needs, 
for example related to housing, food shopping and meal preparation, managing bills, laundry or 
cleaning.  It is not uncommon for practical resources to meet such needs, to be provided as an 
effective part of service engagement (Hitch, 2009; Wright, Callaghan and Bartlett, 2011; West and 
Savage Grainge, 2012).  Priebe et al (2005) indicated for the majority of participants in their study, 
practical help was an important aspect of engagement. At the route of many of the practical 
resources provided are familiar occupations that form the basis of many occupational therapy 
specific interventions in wider CMHT’s, such as meal preparation sessions. Traditionally occupational 
therapists would not be involved in directly meeting these needs by ‘doing for’ the individual in 
CMHT work (Newberry and Terrington, 2016), focusing on problem solving to promote 
independence in occupational performance. In contrast within services that actively set out to 
engage individuals, this ‘doing for’ is seen as an interdisciplinary role, hence occupational therapists 
are quite rightly involved. 
 
As an occupational therapist ‘doing for’ can be both a personal and professional challenge, seeming 
at odds with widely held beliefs and definitions of occupational therapy. Indeed critics of this 
approach may suggest ‘doing for’ is both costly and in the long term promotes the dependency 
levelled as being encouraged by assertive outreach (West and Savage Grainge, 2012; Firn et al., 
2013). However without such initial engagement via ‘doing for’, in the longer term there may not be 
opportunity to move to the next steps of ‘doing with’ and finally ‘doing independently’ (Newberry 
and Terrington, 2016). Priebe et al (2005) identified a key reason for disengagement is that services 
conflict with the individuals desire to be an independent and able person, hence supporting the 
notion that this continuum of moving towards ‘doing independently’ must underpin the initial ‘doing 
for’ if disengagement is to be avoided. Wilcock (1995) in her seminal work identified the need to ‘do’ 
as integral to human life. Some may view ‘doing for’ as directly opposing this, indeed if  ‘doing for’ 
has no essence of leading to ‘doing with’ or ‘doing independently’, and worse still if the  ‘doing for’ is 
not meaningful and purposeful for the individual, then  it is unsurprising that disengagement occurs.  
By an occupational therapist taking an active role in the planning and/or delivery of ‘doing for’, a 
focus of the individual fulfilling their need to be an occupational being may mediate against the 
potential of service dependency or disengagement.  
 
The value of occupational identity 
 
One of the first challenges as an occupational therapist when working with people labelled as 
difficult to engage, is determining occupational goals on which to centre ‘doing for’, ‘doing with’ and 
‘doing independently’.  Priebe et al (2005) assert identity as a real issue of concern within 
engagement, as the individual strives to regain their old identity. Occupational goals should 
therefore be closely linked with this concept. Kielhofner (2008) considers occupational identity; 
combining who one is and who one wishes to become, based on previous occupations undertaken. It 
is not uncommon for individuals at the point of engagement to have been undertaking very few 
healthy occupations, and for previously aspirations to have been disrespected and ignored by 
services, or abandoned by the individual themselves (Newberry and Terrington, 2016). However 
considering occupational identity when establishing occupational goals, may increase the likelihood 
of the individual remaining engaged. The encouraging response mode of the IRM is essential in 
instilling hope and courage to engage or re-engage with desired occupations (Taylor, 2008). 
Intertwining this encouragement mode with the interdisciplinary recovery focus, based on hope, 
optimism and realism (Shepherd et al., 2008) is central. Frequent reiteration of informal goals and 
discussion around their current priority ensures that even as an individual’s circumstances quickly 
change, longer term goals are not lost. They should merely be temporarily reprioritised to be 
refocussed on, hence maintaining long term engagement (Newberry and Terrington, 2016) and 
continuing to work towards maintaining or even reimagining a new occupational identity.  
 
‘Doing with’; activity analysis and a graded approach 
 
Initially many individuals long term goals can appear unrealistic; occupational therapy specific skills 
of activity analysis are vital to interpret how work towards these goals can begin.  Kielhofner and 
Forsyth (2009) consider activity analysis as finding the fit between the characteristics and needs of 
the individual and the desired occupational goal. Maintaining the interdisciplinary team recovery 
focus that includes realism is integral to finding this potential fit. Large goals may require breaking 
down into smaller goals so that the fit is more apparent. This graded approach (Creek and Bullock, 
2008) is integral to many areas of occupational therapy practice, and conceptualising some initial 
‘doing for’, before then moving towards ‘doing with’, as part of this grading can be valuable. 
Fieldhouse (2012) advocates the importance of being a travel companion on the recovery journey, as 
opposed to a travel agent who would provide information and let the individual go alone. In essence 
this ‘doing with’ is about providing support in a form that equates to collaboration. Taylor (2008) 
identifies key aspects of the collaborative response mode of the IRM being around making joint 
decisions and active participation, leading to individuals taking ownership. It is interesting to note 
that a lack of active participation can be a key reason for disengagement (Priebe et al 2005), further 
supporting use of the IRM collaborative mode. 
 
Hitch (2009) identified that the structure of occupations being organised for individuals by the 
assertive outreach team was valued. A useful metaphor for this structure in relation to ‘doing with’ 
is the concept of scaffolding; working towards the goal is facilitated by temporarily constructed 
support. Scaffolding is a common concept within educational theory and philosophy, often 
attributed to the ideas of Vygotsky (1978), indeed Fieldhouse (2012) details aspects of this in 
relation to assertive outreach work. Within a graded approach the scaffolding is gradually 
dismantled as the individual’s independence is increased.  
 
‘Doing independently’; issues of external and internal motivation 
 
When moving from ‘doing with’ to ‘doing independently’, maintaining motivation and volition for 
the occupational goal is vital; symptomology, side effects of medication, chaotic lifestyles, and 
limited social support and encouragement may all impact on volition (Newberry and Terrington, 
2016). The IRM therapeutic response modes of encouraging and instructing can be valuable as by 
providing verbal positive reinforcement, alongside direction, positive elements of occupational 
performance can be reinforced with the aim of them being repeated (Taylor, 2008). Fieldhouse 
(2012) discusses providing external motivation, advocating creation of an affirming environment in 
which to provide graded empathetic and non-judgemental support. In the period of moving between 
‘doing with’ and towards to ‘doing independently’ the level of this support is gradually reduced as 
the individual gains independence; grading of this requires careful planning and skilled delivery. A 
key aspect of the IRM is the intentional and planned use of response modes and it is vital that all 
those involved have a shared understanding and adherence to such plans. 
 
Ideally the individual experiences internal reinforcement from completing the occupation or a 
particular aspect of the occupation, as this will increase the likelihood of long term ‘doing 
independently’. If a true occupational goal without due consideration for occupational identity was 
not determined at the start of the ‘doing for’ process, it is less likely internal reinforcement will 
occur. Additionally symptoms such as blunting of affect, anhedonia, delusional thoughts and 
medication side effects may negate this internal reinforcement. Use of the IRM collaborating mode 
(Taylor, 2008) can prove useful in addressing these issues, as the mode encourages individuals to 
give on-going feedback. This in itself may help the individual to develop self-awareness of internally 
reinforcing feelings such as pleasure, enjoyment, satisfaction and increased self-esteem.  
 
Over engagement or dependency versus adaptation 
 
Returning to the scaffolding metaphor, scaffolding by its very nature is temporary; at some point it is 
either removed or has to be replaced with a more permanent support. Many of the criticisms of 
costly over dependency in teams such as assertive outreach, subjectively appear to occur due to long 
term use of scaffolding; the initial engagement process has occurred, however after a lengthy 
process of ‘doing with’ the individual appears not to be able to progress to ‘doing independently’. 
The core occupational therapy principle of occupational adaptation (Kielhofner, 2008) may be useful 
at this point. The individual still has the desired occupational identity, but their occupational 
competence doesn’t enable them to ‘do independently’, hence scaffolding is still required to support 
the desired occupation. For example for some aspects of an occupation the individual may still 
require someone to ‘do with’ or even to ‘do for’.  Adaptation focuses on finding a new way to 
achieve the same or similar outcome, for example by the permanent support of a friend, relative, 
volunteer, or paid support worker, who can ‘do with’ or ‘do for’ in the long term. Alameda et al 
(2016) identify a small proportion of early intervention caseloads have less potential for recovery, 
hence these individuals may well need a long term adaptive approach to follow on from service and 
occupational engagement.  This will require gradual introduction to replace the existing scaffolding 
and sustainable support to meet the end occupational goal and maintain occupational identity for 
many years to come. 
 
At this point disengagement from the occupational goal and potential overall service disengagement 
as a result, are arguably significant risks. However it is suggested encouraging dependency through 
continued use of a scaffolding approach is a bigger risk, in terms of unsustainable long term support. 
Addis and Gamble (2004) highlight the anxiety associated with working in services such as assertive 
outreach, and question whether factors such as anxiety impact on team members not considering 
discharge of individuals. Planned and carefully implemented adaptation, could serve to both reduce 
team anxiety and more importantly facilitate long term adapted occupational engagement.  Rana 
and Commander (2011) noted benefits of assertive outreach plateaued after the first two years, 
raising whether the benefits could be sustained by other services. Adaptation, led by occupational 
therapists, may provide a theoretical underpinning to the clinical reasoning for replacing ‘doing with’ 
scaffolding, by a planned, implemented and monitored alternative. 
 
The challenge ahead 
 
Whilst there seems little uncertainty that a group of individuals will always exist that are labelled as 
hard to engage, much ambiguity remains about the future of services that best meet there needs. 
Indeed Brugha et al (2012) identified that current characteristics of assertive outreach do not explain 
long term patient outcomes; advocating new models are developed and researched. The current 
paucity of robust evidence for occupational therapy in this area is of concern, however this paper 
has identified ways in which occupational therapy core skills and philosophy could be utilised as part 
of these new models through wider consideration of not only service engagement, but also 
occupational engagement. Carefully planned and executed implementation of ‘doing for’, ‘doing 
with’ and ‘doing independently’, or ‘doing with’ sustained by long term support through 
occupational adaptation are advocated. Indeed they may help facilitate interdisciplinary services in 
being more engaging and potentially support the engagement of those who find it hard to engage. 
Further research into this potential role is essential to determine what added value occupational 
therapy can bring. 
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